Abstract Nasomaxillary hypoplasia clinically presents as a class lll deformity with hypoplasia or retrusion of the nasal bones and maxilla, which manifests as deficient projection of the nose.Lefort 2 osteotomy though introduced in 1950s, did not get its due attention till Henderson and Jackson published their landmark article, for the correction of Nasomaxillary hypoplasia in 1973. Accomplished surgeons can achieve a lot more in this rarely performed surgery when used in appropriate cases.
Introduction
Maxillary deficiency denotes inadequate bony development in the mid-third of the face at any level from the upper dentition to the orbits, and is usually taken in the wider context to include all mid facial deficiency below the cranial level [5] . While not strictly anatomical, this has the advantage of including the whole range of mid-third hypoplasias.
It is misleading to equate the levels of maxillary deficiency with Lefort fracture patterns, as deficient development may affect variable sites that do not correspond exactly with Lefort's classification of fractures, even though the lines of osteotomies have a general similarity to them.
Maxillary hypoplasias may be classified as a) Supra-apical maxillary hypoplasia b) Nasomaxillary hypoplasia c) Total mid facial hypoplasia Intermediate forms also exist [5] .
Nasomaxillary hypoplasia
This condition was described by Converse and colleagues as, 'Foreshortening and hypoplasia of the nose and the adjacent maxillary area'[1]. They proposed a pyramidal naso-orbital-maxillary osteotomy to correct the same (Fig 1) .
Henderson and Jackson presented a landmark paper [3] in 1973 regarding Lefort -2 osteotomy for the treatment of patients with nasomaxillary hypoplasia. They described four types of nasomaxillary hypoplasia in which this procedure could be used. They are 1) Nasomaxillary hypoplasia involving the dentoalveolar segment 2) Nasomaxillary hypoplasia excluding the dentoalveolar segment 3) Nasomaxillary hypoplasia associated with cleft palate 4) Nasomaxillary hypoplasia associated with pan facial problems.
Nasomaxillary hypoplasia involving the dentoalveolar segment
This is characterized by recession of the nasal bridge producing a short nose, upturned nose or a recessed nose at the tip. The whole nasal skeleton is insufficiently projected forwards. Hypoplasia of the infraorbital rim and adjacent bone leading to increased inferior scleral exposure. The occlusion is abnormal.
Nasomaxillary hypoplasia excluding the dentoalveolar segment
Also known, as Binders syndrome .it is very similar to type 1 Nasomaxillary hypoplasia except that the dentoalveolar segment is normally related to the cranial base.
Nasomaxillary hypoplasia associated with cleft palate
This is the commonest condition where lefort 2 osteotomy is indicated. Vertical maxillary deficiency is an almost constant feature of all cleft lip and palate cases. In addition to clefting and dentoalveolar collapse, recession of the nasal base and hypoplasia of the adjacent maxillary area is also seen.
Nasomaxillary hypoplasia associated with panfacial problem
This is a heterogeneous group, which exhibits a degree of nasomaxillary hypoplasia in association with other skeletal disproportions, most commonly mandibular protrusion or progenia or both. The combined defect produces an unsightly 'sloping face' deformity, which can be adequately corrected usually by bimaxillary jaw correction.
Case report
A twenty-year-old Malaysian female presented with a chief complaint of having a 'large lower jaw' (Figs. 2 and 3 ). Orthodontic consultation was sought and orthodonticsurgical correction was suggested for her problem. The patient refused to wear 'braces' and wanted the problem to be corrected at the earliest. Even after thorough counseling, she wanted her problem to be corrected by surgery alone. She had previously undergone root canal therapy for upper right second molar and also some teeth were restored with silver amalgam. Her father had the same kind of jaw. She had no systemic illness. No other relevant history was present. After thorough clinical and radiographic evaluation the following problem areas were identified.
Aesthetic problem
Frontal (Fig. 2 ): Infraorbital and paranasal deficiency, decreased nasal projection and retruded nasal anatomy.
Profile (Fig. 3) : Anteroposterior maxillary deficiency, concave facial profile, mandibular prognathism, acute nasolabial angle.
Occlusal analysis (Fig. 4) : Missing lower right first molar, Class lll molar relation on left side, bilateral class lll canine relation, anterior crossbite and posterior crossbite, lower dental midline shift-2mm to the left.
Cephalometric findings confirmed the clinical findings (Table 1) . There was very mild mandibular excess and progenia. A diagnosis of nasomaxillary hypoplasia associated with panfacial problem (sloping face syndrome) was made. It was decided to perform a classic lefort 2 advancement followed by reduction genioplasty as a secondary procedure. After model surgery an advancement of 6mm was obtained and the splint was fabricated.
The surgical procedure we followed was similar to the procedure described by Henderson [3, 4, 6] . The surgery was carried out under general anesthesia with a degree of hypotension, nasal endotracheal intubation was used. Surgical access was obtained via an intraoral mucogingival incision from first molar to canine bilaterally. Paranasal skin incisions were made to allow access to the medial orbital floor and the nasal bridge (Fig. 5) . These leave inconspicuous scars if they are kept straight and follow the direction of the skin crease. The dissection is sub-periosteal. Care is taken not to damage the lacrimal apparatus or detach the medial canthal ligaments. Within the orbits Osteotomies are started with the orbital rim being cut vertically between the nasolacrimal duct and the infraorbital nerve. This is best done via the skin incision. The cut is then continued via the intraoral incision towards the posterior maxilla as for a le-fort 1 osteotomy. The cut then progresses across 
